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Medicare Supplement
Long-Term Care
Credit Life/Disability

REQUEST FOR
CONSUMER
ASSISTANCE
LIFE & HEALTH

Description of policy (check one):

Agent's Name: Phone:

Address:

Employer Name:

The exact and full name of the insurance company involved:

OFFICE OF INSURANCE
COMMISSIONER MIKE KREIDLER
WASHINGTON STATE
www.insurance.wa.gov
P.O. Box 40256
Olympia, Washington 98504-0256
(360) 725-7080 or 1-800-562-6900
(360) 586-2018 FAX

Revised  6/7/01

Life
Annuity
Health

Group Individual Policy No.:

Dental
Disability

                                Other:

Name and address of insured party; if different from above:

NAME:

ADDRESS:

CITY:                                                    STATE:        ZIP CODE:                            PHONE: (        )

Type of Policy:

Your Name: Phone (day):  (      )

Address:

City: State: Zip Code:
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NOTICE  REGARDING PUBLIC DISCLOSURE

RCW 42.17.310 (1)(e)  provides for public disclosure of complaints/inquiries, but
also allows  you to request nondisclosure of personal information (name,
address, phone number)  that would otherwise be publicly available.
Please check one of the following:

_____NO, I do not want my name, address and phone number released as a part
of any public request for file information

____ YES, my name, address and phone number may be released as a part of
any public request for file information.



What action should be taken to resolve your complaint?

Give a brief description of the problem. Please enclose any documents or correspondence that you
think will support your complaint.

Your Signature:

RELEASE OF MEDICAL INFORMATION:

I hereby authorize any licensed physician, medical practictioner, hospital, clinic or other medical or medically
related facility, insurance company, the Medical Information Bureau or other organization, insitution or person,
that has any record or knowledge of me or my family, to give copies thereof or any information available therefrom
to the Washington State Office of the Insurance Commissioner. A photographic copy of this authorization shall be
as valid as the original.

Signature of Insured/Guardian: Date:
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STATE OF WASHINGTON

OFFICE OF
INSURANCE COMMISSIONER
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